
John R. Kasrch/Gcvernor 


OHIO DEPARTMENT 


246 North High Street 
Columbus, Ohio 43215 


OF HEALTH 


614/466-3543 

www.odh.ohio.gov 

Richard Hodges/Director of Health 


Kadiy Benson 

Birthright of Greater Cincinnati 
2115 Beechmont Ave., 
Cincinnati, OH 45230. 



Dear Benson: 


Program and for your application for the Choose Life Funding. 
Your applicaton has been approved for the following county(s) in the amount(s) of: 


• Hamilton $1473.33 

• Clermont $255 


Your application was not approved for the following county(s) for the following reason(s): 


• Butler 

• Warren 


Other applicant organization located in county. 
Other applicant oigamzation located in county. 


yo“ totaling $1728.33 within 


It you tpi^ons about the Choose life Program, please contact Marius Igwe at 614-466.4«34 

Agam, thank you for your mterest. 

Sincerely, 


Richard Hodges 
Director of Health, MPA 


HEA 6413 (Rev. 8/14) 


An Equal Opportunity Employer/Provider 



OHIO DEPARTMENT OF HEALTH (ODH) 
CHOOSE LIFE FUND 
DISTRIBUTION APPLICATION 



Intemted Organizations: This application is due by June 1, 2016. Use this form to apply for 
SFY17 (July 1, 2016 to June 30, 2017) Choose Life Funds available for your county and for 
funds that may be available for contiguous counties. It is important that you completely fill in the 
requested information and include all other required documentation. An application will only be 
considered when all required documents and informaticn has been provided by the deadline. 


1^ ODH and Orga nizati on Information. 


Organization 


Federal Tax ID Number 


Street Address 


City, State Zip code 

. i-r ; ‘ . 

'if'' 

County of Location Providing Sen/ices 
(One Application Per Location} 

■Hamiltbh 

Address where ODH should Direct 
Payment 

sirs Beechmoni Aye 

Cindrnafi^:oH 45230 . ■■ ■ 

'i' ' 

Counties of Service ^ 

This location serves women firom the foilomng 
counties: 

iHaiTii|ton;-$utter; Warren, 
sSvyjte^ahd, Deadjorn, 

Spone t Kentoi^l'Campbell; >■ KY £ "j-vt : ^ - 

Name of Person and Title completing application 

(■ T, - ^ ■ c '' ' 1 ■■ 

i^’7. , ' } - ^ 

Bensaii Rcog ra 

Area Code/Phone Number 


Email 



II. By submitting this Application to ODH, Organization agrees to adhere to the 
statutory requirements for activities and use of funds as outlined in Ohio Revised Code 
(RC) 3701.65 and rules under Ohio Administrative Code (OACi ~' and I certify 
that the Organization: 

A. Is eligible to receive Choose Lit 
01 ; 

B. Is a private, nonprofit organizatU 

C. Is committed to counseling pregr 

D. Provides services within the stati 
their children for adoption, Indue 
women; 

E. Does not charge pregnant women ' 

F. is not Involved or associated wit 
referrals to abortion clinics, pro\ 
abortion advertising; 



C 3701-74- 


Ing to place 
seds of the 


ing for or 
, or pro- 
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Q. Does not discriminate in its provision of any service on the basis of race, reiigion, color, 
marital status, national origin, handicap, gender or age. 

III. Funding available In contiguous and noncontiguous counties: Organizations may apply 
for Choose Life funds that may be available in contiguous and noncontiguous counties. The 
Organization must certify, by signing the application, that it provides senrices to pregnant 
women residing in those counties that are listed in Section i of this application. Organization 
|s eligible to receive Choose Life funds from the counties listed in Section I of this application 
if there are no eligible organization located within those counties. 

iV. For Current Choose Life Organizations; By June 1, 2016, you must submit the following 
with this Application; 

A. One (1) of the following three (3) forms of reporting for the previous year (June 1, 2015 
to May 31, 2016) ("Acceptable Form of Reporting”), which will be incorporated into the 
terms of this Application: 

1. An Audited Financial Statement . This audited financial statement is required if 
Organization traditionally has an audited financial statement that is available at the 
time of application. The audited financial statement must be prepared by an 
independent Certifted Public Accountant (CPA). The CPA should be familiar with 
acceptable standards. Statements must verify that the Choose Life funds were used 
as follows; 

a) Not more than sixty percent (60%) of the funds were used for the material needs 
of pregnant women who are planning to place their children for adof^km or hr 
the infants awaiting placement with adoptive parents, induding clothing, houdng, 
medical care, hod, utiliUes, and hansportation; 

b) Not more than fmty percent (40%) of the funds were used hr counseling, 
training, or advertising: 

c) None of the funds were used for administradve expenses, legal expenses, or 
capital expenditures: or 

2. Notarized Financial Statement Form . This form of reporting may be used if the 
organization does not traditionally have an audited financial statement and to have 
one would create a hardship. The statement must verify that the Choose Life Funds 
were used as follows: 

a) Not more than sixty percent (60%) of the funds were used hr the materleJ needs 
of pregnant women who are planning to piaxie their children hr adopf/on or hr 
the infants awaiting placement with adoptive parents, including clohing, housing, 
medical care, food, iMiOes, and transportation; 

b) Not more than hrty percent (40%) of the funds were used hr cotmseiing, 
training, or advertising; 

c) None of the funds were used hr administrative expenses, legal expenses, or 
capital expenditures; or, 

3. Expenditure Tracking Form . This form of reporting may be used if Organization does 
not traditionally have an audited financial statement and a financial statement is not 
available at the time of application. This form may be found on the ODH website or 
available upon request; and, 
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4. A rmi Supplier Information Form , (if Organization has moved). 

In addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as directed 
at the bottom of the form. 

All applicable forms can be found at: 

http://ohioshared8ervioe8.ohlo.aov/SuDDliefODeration8/Forms.asDx 

Assistance in completing the form(s) can be obtained directly from Ohio Shared Services by 
calling: 1(877) OHIO-SSI, (1-877-644-6771), or 1 (614) 338-4781. 


V. For New Choose Life Organization Appilcante: By June 1, 2016 submit the following: 

• One (1) original, signed form per Organization. If your Organization has 
multiple locations, please choose the location where you would prefer a check to 
be mailed. 

in addition to returning the form with this application, the Organization wiii also be 
required to fax, emaii, or maii the form directiy to Ohio Shared Services as 
directed at the bottom of the form; and 

• Completed Supplier Information Form 

In addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form; and 

• Completed Authoriza^on Agreement for Direct Deposit of EFT Pavmeras form 
(optional). 

If the Organization elects EFT payments over paper check payments, then in 
addition to returning the form with this application, the Organization will also be 
required to fax, emaii, or mail the form directly to Ohio Shared Services as 
directed at the bottom olf the form. 

All applicable forms can be found at: 

httD://ohlo8hared8ervices.ohio.aov/SuDDllerODeration8/Form8.a8DX 

Assistance In completing the form(8) can be obtained directly from Ohio Shared Sen/ices by 
calling: 1(877) OHIO-SS1, (1-877-644-6771), or 1 (614) 338-4781. 

VI. By June 1, 2017, all Organizations shall submit to ODH one of the three forms of reporting 
from Section ill, above, verifying compliance with the rules regarding the use of funds 
received during the year (June 1,2016-May 30,2017). 

By my signature, I certify that I have the authority to act on behalf of the above-named 
Organization and that the information provided in this Application is true and accurate to my 
knowledge and belief. Further, by my signature, I acknowledge that I understand and 
Organization agrees that in accepting Choose Life Funds, Organization must comply with the 
terms and conditions of RC 3701.65 as set forth In this Application for the state fiscal year of 
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2017 or risk the forfeiture of and be obliged to return said Choose Life Funds in the event 
Organization does not conduct itself in the manner prescribed above. 


S/25/16 



Kathy Benson Program Coordinator 


Application to be submitted to; 

Ohio Department of Health 
Bureau of Maternal and Child Health 
246 North High Street, B*** floor 
Columbus, OH 43215 
Attention; Marius Igwe 

Phone: 614.466.4634 

Ernail; Marius. loweiffiodh.Qhlo aov 
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INVOICE 


Invoice #; 0115 
Invoice Date; 09/23/2016 
Purchase Order #: DOHOl-0000045595 
OAKS Vendor#; 0000238768 


Bill To: Ohio Department of Health 

Bureau of Maternal, Child and Family Health 
P.O. Box 118 
Columbus, Ohio 43216 






^^grarn Approval: 
Approval Date: ' 



Remit To: Birthright of Cincinnati 
2115 Beechmont Ave 
Cincinnati, Ohio 45230 




Purchase Order 


Dept of Health 

Sup 


236766 

birthright of CINCINNATI 
2116 BEECHMONTAVE 
CINCINNATI OH 45230 


F^mmt Pmtoion: Th« punehsM enier numlMr autliorUng iba daNverv 

ofproducteoraarvicMlIUgXbtlncludadonthalnvolca. ^ 


-b;; 7=5:—-=3-—-- PJspatch via Print 

RtvWcin- 

gOHO 1 -QOB<l.9.t5,5jg_^ _ 58/32/8916 i: 

Payimntiknm Frelflht Tirim - Shiilvial 

.30..llM_P9.»tiiatiea^ Pr epaid . n/a j 

PI*®*** Ciirriney 

.J 


KEim^ A HUGHBS 


8hlpT»; Odpt of Health 
P003674 

KENNON A HUGHES 
P.O. Box 118 
<614) 466-3643 
Columbus OH 432164118 
United Slates 


LW.ne4ch „Jto**i6ttr~.. Up|li 
1 1 AMT 


Choose Lite Program 


BIUTo: Dept of Health 

P.O. Box 118 
<614)466-3543 
Columbus OH 43216-0118 
United States 


-UBfiJPrice_E MendedAmt "Djietate ' 

1.72B.33 1,728.33 


ODH Contact; Marius Igwe 614-466-4634 Contract# 8063 


Sch9dul« Total 
Item Total 


^^8.23 

1^726.33 


Total PO Amount 




Budget and Management cemfies that ihaie Is a baianoe " — 

altoaeiy obligatod to pay existing obltoatlons 
Jf***** *** portion of the contract, agieemanl. obligation 
reaolutlon or order to be perlbimed In the cuirnnt fiscal y^r """B*"®" 

OrtJer, Vendor hereby certMes that It Is In full 
oompllanoe wllh ORC Section 3817.13 as tt relates to campaign flnance oontribuilons. 


Depailment Head 

fflcheid Hodgeti MM 
Director of Heelth 






OHIO DE PARTMENT OF HEALTH 



'■j 24<i North High Street 

i' Columbus, Ohio 43215 

John R, Kaslcl)/Governor 


614/466-3543 

wM'w.odh.ohio.gov 


Richard Hodges/DIrector of Health 


Ksthy Benson, Program Coordinator 
Birthright of Greater Cincinnati 
2115 Beechmont Avenue 
Cincinnati, OH 45230 

Tax ID: 

Dear Ms. Benson: 


** toft. Cho«. Lift ftadl,,. AppItaftonW «. 


* Hamilton 

* Clennom 


S 1,473.33 
$ 255.00 


'M^ftcMIi^lOwiM.BWvritollmdl.glnfteftll^^ - 

• Butler Other applicant organization located in county 

• Wanen Other applicant organization located in county 

EncloKd i..«p,offt,c«M«,„™..bftlnrt. YouftouU «..!« «,.w.ri»o,li,,»|,72..33»iftl, ft.„«30 d.„. 
Sincerely,^/// 


ytha/d i/odjes, MPA 

director of Health 


HEA 8413 (Rev. 6/14) 


An Equal Opportunity Employer/Provlder 



